During the 19
th century university-based medical education started to combine the scholarly approach with practical, workplace training, to meet the legal requirements to practice medicine. Consequently, medical schools began to identify and define objectives for physician training. From the 1950s, medical education became focused on integrated topics across traditional disciplines, such as organs systems. In the 1990s the competency-based movement started to redefine the physician in more general competency terms. The
Canadian Medical Education Directives for Specialists (CanMEDS) became a widely known framework of seven roles (i.e. medical expert, communicator, collaborator, manager, health advocate, scholar and professional), adopted in many countries among which mine, and likewise, the USA also adopted a slightly different framework on a national level. Two characteristics of such frameworks, as I observe them, stand out (11): (1) the redefinition of the physician with features previously not emphasized, and (2) the strong wish to certify physicians based on outcome, i.e. attained competence, rather than on input, i.e. time in training, rotations completed, et cetera. It is these aspects I believe that have caused the wide interest among schools and regulators for them.
The implementation of competency-based medical education has also caused dissatisfaction. One reason is that, to translate general domains of competence such as the CanMEDS roles to education and assessment, sets of sub-competencies and key competencies have been defined. The simple framework is easy to comprehend and work with, but I have not met anyone who could easily produce these more detailed units.
Clinicians have had difficulty to evaluate their learners on these more detailed theoretical competencies. Checklists that force them to do so (demanded by regulating bodies) then tend to become somewhat meaningless.
This was a reason for me to coin the concept of Entrustable Professional Activities (EPAs). (12, 13) EPAs are the acts in professional practice that really matter. While competencies are abstract constructs describing capabilities of persons, EPAs just constitute the work that must be done. As a starting point for competency-based training, to me EPAs should be core and I have observed that many clinical educators recognize these as adding to a meaningful approach to competency-based education. (14) (15) (16) I have been wondering how someone like you, from a different perspective, would view this development.
SB [Saturday July 6, 2013]:
Given that work settings are often either taken for granted or seen as sites for just practising,
refining and extending what is learnt in university courses, it is promising that they are now the subject of educational deliberations in their own right. Considering how best to order, organise, utilise and address the limitations of learning experiences in these settings seems timely and helpful. From early on in western societies, experiences in practice have featured as part of professional preparation. Medical education in Hellenic Greece was largely exercised through students' engagement in practice settings, as was architecture and law, it seems.(17) Indeed, with the exception of philosophy, university programs in Hellenic Greece all focused on specific occupations and included practice-based experiences.(17) Hence, there have always been strong occupational focuses within higher education. Even the emphasis on liberal education in 19th and 20th centuries universities was directed towards preparing middle-class (males) for employment in public service, diplomacy or the clergy.
(18) So, there is nothing novel or even unusual about higher education being concerned to graduate students who are competent to practice an occupation.
Moreover, presumably graduates want to be competent, and the people and organisations they serve also want them to be competent. Professional Activities can either achieve this requirement, or be used as a platform to do so.
OtC [Friday July 12, 2013]:
You gave some thought provoking statements that resonate with me. If I summarize well, and please correct me if I misinterpret your words, you are saying that (i) the competence movement has reduced the sense of vocational competence to measurable behavioristic units, which disregards both (ii) important dimensions of competence such as higher order thinking, attitude and values, and (iii) the fact that competence is context dependent and hence can never fully meet the requirements of standardized measurability.
I observe a struggle around the competence concept in medicine and other vocational domains. There is a clear wish to control standards of medical performance on one hand, for the sake of the patients' safety, but also the uneasy feeling that comprehensive standardized competencies are a fata morgana. For some surgical skills and other focused psychomotor skills, performance standards seem attainable; in other features of competence standardization may be problematic. students need to be able to develop both the canonical knowledge of medicine, and be adaptable enough to be able to understand and address diverse situational requirements that arise in actual practice. Hence, to respond directly to your question there needs to be accommodation between the absolute pre-specified standards being set out by society for occupations such as medicine, as well as understandings about the diversity of medical practice and the situational requirements for performance and their assessment. Certainly, engaging in particular situational activities and learning context requirements may well assist students in developing an understanding of both the canonical and situational. However, it is likely that these two distinct sets of requirements may need to be made explicit by an educator or clinician.
I trust these responses offer a reasonable fit with your requests.
OtC [Friday July 19, 2013]
It is a revelation to realize how much education is influenced by specific historical, political and societal happenings and how the competence-movement is a result of them. To summarize a suggestion from your email, we may need to distinguish context-free canonical standards of professional competence from situative capabilities that allow for practicing in a local context. Both should be important. It looks like traditionally the first is granted through education and a diploma, while the latter may be weighted at a local job application. It almost feels like a dichotomy of canonical knowledge and skill versus the will to use them and knowing when and how to do this in a given context. It reminds of the distinction of cognitive versus affective and meta-cognitive abilities. (32) Now here is where we see medical education change. By including other domains of competence than just knowledge and skill, such as ethical conduct, empathy, trustworthiness and probably the qualities that you allude to as requirements for safe practice, educational programs start to focus more on the evaluation of the application of canonical competence in a manner that shows these more context-bound qualities. Some call these the 'soft competencies', and I view this process as detouring back to rather natural, tacit qualities that have become somewhat lost in current complex health care contexts, with its fragmentation because of the myriad of subspecialties, short hospitalizations of patients, restricted working hours and frequent handovers of responsibility for patients. I am afraid this complexity has become a fact of life and there is a need to cope with it in our teaching and assessment approaches.
New assessment methodologies for trainees in the workplace, such as sampled observations in real life practice (33), sometimes with unannounced incognito simulated patients (34) and multisource evaluations (35) may capture how learners and professionals act in response to local conditions. A recent research project at my school even focused on the question: can we trust medical graduates to deal with unfamiliar situations i.e. those that were never explicitly taught?(36) As contexts and patients cannot be standardized, like in factory mass production processes, we need inferences from observations that graduates have the necessary adaptive expertise to flexibly cope with new challenges. For this part of competence, there is a need to move away from traditional standardized assessments.
I believe that the concept of 'trusting a trainee to take on critical responsibilities' captures more than the objectified assessment of competence. In dialogues with clinicians I let them thinking of having a trainee care for their family, or for the prime minister, if they were ever referred to them. Both canonical and context-bound competences are then at stake, and the qualities for these are clearly different. For example, you may trust trainees more readily who know their own limitations well and will ask for help if needed, than the more skillful ones who never ask for help.
So yes, standardized canonical competence, measured with standardized tests may be supplemented with the evaluation of context-bound, adaptive competence, which is not standardized across all thinkable situations and has more qualitative nature. We need more think of how to do this. Checklists are still prevalent to translate these more qualitative features into scores, to enable grading, for administrative purposes, to enable decisions on progress, graduation and ranking of learners and graduates, and for psychometric validation.
Some begin to feel that in this translation of constructs into numbers, important information gets lost. For example, the Cleveland Clinic Lerner College of Medicine is actually moving away from grading medical students, to focus on developmentally appropriate performance standards, captured in narrative descriptions. (37) In graduate medical education, all programs in the US must now design behavioral milestone descriptions (38) , be it that these are still translated to a 9-point scale.
I like to conclude that the justified accountability of medical schools to meet agreed upon, canonical standards for all their graduates must be supplemented with some proof that graduates can actually be trusted to apply these knowledge and skills of a local health care
context. This can be evaluated by observing trainees enact EPAs and their assessment should include qualitative facets.
There is one aspect of working with EPAs that we have not discussed but that I would To conclude fairly summarily, three statements are offered here. Firstly, the explicit purposes of medical education need to extend to include medical practice as going beyond canonical medical knowledge and also comprise securing situated performance. It follows that the educational provision needs to include experiences that promote understandings and practices for something of the range of situations where medicine is practised and awareness of variations of situated performance generated in graduates, including through assessment. Secondly, the processes of medical education need to address both the kinds of epistemological actions by students that will assist them learn the required knowledge in ways that are safe for themselves and their patients, but also through clinical environments which can both encourage yet place constraints upon medical students. That is, a granting agency to learn through practice, but having boundaries that protect both students and patients. Thirdly, and to specifically address the final concern about trustworthiness and entrustable activities, it may well be worth adopting a view of curriculum that goes back to its original meaning -'the track to progress along'. In any educational projects, students will progress at different places and learn in distinct ways and particular kinds of knowledge.
Hence, the idea of progressing along a phase of activities and progressing in personally particular ways recognises both the importance of curriculum as a set of experiences and the necessity of learners engaging in and progressing along a pathway which permits them to be trustworthy in performing as a medical practitioner. Hence, the framing of this approach to medical education sits within canonical concepts of the broader educational project: informed purposes; processes focused on managed engagement and learning; and a consideration of curriculum as a personal trajectory.
OtC [Wednesday July 24, 2913]
Before we finalize I would like to rephrase my question more succinctly. The medical profession is highly regulated. Every country has legislation that prohibits citizens to perform medical acts unsupervised unless legally qualify, proven by examinations and degrees. Most prominent are the MD degree with subsequent registration and the registration as a specialist. These are the two major milestones in het medical career. However, the MD degrees has shifted in its significance in the past century, specifically in the western world, as practically every clinician now goes through additional training before unsupervised practice is legally allowed, and reimbursed by insurance companies. So basically it is the postgraduate medical diploma, after 10 to 15 years of higher education that grants full independence. It happens overnight that the medical trainee becomes an independent practitioner. My question is, can you imagine a different world, in which trainees become legally licensed for parts of their profession, well monitored for each important task to be bestowed upon them, and, thus, more gradually become this independent practitioner, rather all that at once. Think of the surgeon being legally allowed to do surgery in a confined domain on low risk patients, while still, part time, mastering different procedures or deal with more complex patient to complete a broader portfolio of EPAs. Likewise, specialists, maybe after a short, broad general training, could start to bear full responsibility for limited tasks and gradually add qualification over years. This may even extend throughout their working life. I don't expect a conclusive answer but I'm interested in your thoughts.
SB [Thursday July 25, 2013]
In terms of practice-based approach to curriculum what you refer to is a very consistent with what has happened across human history in a number of occupations, as reported in anthropological studies. (40) That is, the participation of workers progresses from activities were there is a relatively low consequence of errors, through to those activities were errors could come at a high cost. (41) Curiously, this idea is central to the original meaning of the word curriculum: the course to follow or a track to progress along, and has wide applicability.
For instance, it seems that in Hellenic Greece medical students stayed with patients after doctors had treated them and acted like nurses, before going on to practice on patients themselves. (17) Elsewhere, and analogously aicraft pilots work through being licensed to fly small light aircraft through to larger passenger planes. Even then, they may have to be familiar with particular routes and airports before being able to captain these planes.
However, with medicine, it might be more complicated. That is, there is a need to accommodate different kinds of pathways. Your example above hints at the progression from basic surgery through to increased surgical specialism. However, more than being about increased specialisms they can also be about the broadening of medical practice abilities.
For instance the range of skills required of a general medical practitioner in a rural or remote community or other lowly populated areas may be characterised by a need for a breadth of medical knowledge and skills. Hence, the kind of licensing arrangements to which you refer would need to accommodate increasing diversity of medical tasks as well as increasing specialisation. Certainly, having matrices of a breadth as well as specialisation may well provide a framework through which such a portfolio of EPAs might be developed and certified. So, as long as the broader portfolio could accommodate both breadth as well as depth this may be a useful and practice oriented scheme to consider within medical education and accreditation.
OtC [Thursday July 25, 2013]
This sounds like a recommendation to return to well-monitored, practice oriented and gradual increase of professional responsibility, which can be seen as both old and as new. It may reconcile well the wish to control standards of practice and to be flexible and individualized in our curricula. A nice final statement.
